The first issue of the new decade is focusing on the diagnosis and risk stratification of patients presenting to the emergency department (ED) with acute chest pain, the most common cause of non-injury ED visits. Only a minority of these patients will have a final diagnosis of an acute coronary syndrome, whereas the vast majority have a non-cardiac and a low-risk cause of the chest pain for which hospitalization is unnecessary. Therefore, in order to prevent ED clutter and unnecessary hospitalizations, it is essential to use rapid but very accurate diagnostic and risk stratification pathways that allow early discharge of the many low-risk chest pain patients without missing a single acute myocardial infarction (MI).
There is a growing interest in the pivotal role of coronary microvascular dysfunction in the pathogenesis of angina pectoris (1) (2) (3) (4) (5) . Patients with microvascular angina frequently present recurrent prolonged anginal symptoms at rest that mistakenly may raise the suspicion of unstable angina when they present with these symptoms to the emergency department. In an observational study using cardiac positron emission tomography/computed tomography, nearly one-half of low-risk, mostly obese chest pain patients without evidence of myocardial infarction had coronary microvascular dysfunction (6) . These findings may explain the high rates of repetitive ED visits related to chest pain frequently observed in those patients. Testing for coronary microvascular dysfunction needs, therefore, more frequent consideration certainly in patients presenting recurrently with rest anginal symptoms.
The introduction of high-sensitivity cardiac troponin (hs-cTn) assays allowing the detection and quantification of minute amounts of myocardial injury, has significantly improved the accuracy of the diagnosis of acute MI. A systematic review and meta-analysis show that pathways based on serial hs-cTn measurements are very effective in ruling out acute MI while a direct rule-in strategy with a single baseline hs-cTn T value >50 ng/l has a high specificity (7) .
Coronary computed tomography angiography (CCTA) allows identification of a low-risk group of chest pain patients that are eligible for early discharge. However, routine CCTA imaging in all chest pain patients within a short time frame constitutes a logistical challenge and may expose a significant number of low-risk patients to unnecessary irradiation. Combining the HEART score, a clinical tool for risk stratification of chest pain patients in the ED, with selective CCTA imaging only in intermediate-risk patients, may represent a more efficient diagnostic strategy. A secondary analysis of two prospective studies on CCTA imaging in acute chest pain patients shows that selective use of CCTA only in patients with a HEART score 3-6 may reduce the number of needed coronary computed tomography angiograms without affecting diagnostic accuracy (8) .
A prospective study compared the HEART score with the newer hs-cTn based European Society of Cardiology (ESC) 0/1hr algorithm in the evaluation of chest pain patients in the ED (9) . The ESC 0/1hr algorithm had a higher capacity to detect patients with a low risk of 30-day acute MI, whereas the HEART score was better for detecting patients with low risk of 30-day major adverse cardiac events (MACE). Supplementing the ESC 0/1hr algorithm with a HEART score < 3 increased the negative predictive value for 30-day MACE but was associated with a higher number of patients that remained for prolonged observation.
The RAPID-CPU study provides real-world evidence from the implementation of the ESC 0/1hr algorithm at the Heidelberg University Hospital (10) . The study confirms that the ESC 0/1-hour algorithm is associated with a significantly shorter length of ED stay than the ESC 0/3-hour protocol and is associated with very low mortality of discharged patients after rule-out. Furthermore, after implementation, discharge rates increased significantly, without excessive use of diagnostic resources.
The implementation of specialized Chest Pain Units (CPUs) improves the quality of care and reduces mortality. The Chest Pain Unit registry of the German Cardiac Society reports that guideline-adherence regarding critical time intervals and primary PCI rates is excellent in German CPUs (11) .
Type 2 myocardial infarction (T2MI) is frequently diagnosed using subjective criteria (symptoms alone). In a posthoc analysis of the UTROPIA registry, ED chest pain patients with objective evidence of myocardial ischemia had a two-fold increase in early mortality compared with myocardial injury (12) . The study suggests that the use of objective features of myocardial ischemia to diagnose T2MI may result in a more precise and specific disease definition, avoiding the diagnostic and prognostic overlap with myocardial injury.
Smoking is an important modifiable risk factor for the prevention of myocardial infarction. Analysis of patients with an ST-elevation myocardial infarction (STEMI) included in the Western Denmark Heart Registry shows that despite public information campaigns and general warnings, smoking remains the most prevalent modifiable risk factor in younger patients with STEMI (13) .
A new position paper of the Acute Cardiovascular Care Association provides an update on the decision algorithms and diagnostic pathways to be used in the ED for the assessment and triage of patients with chest pain symptoms suggestive for an acute coronary syndrome (14) .
There is an increasing interest in spontaneous coronary artery dissection (SCAD) as the not always well-recognized pathology in patients with an acute coronary syndrome (15) . A small retrospective study from the Mayo Clinic suggests that endothelial dysfunction is unlikely to be an important underlying mechanism in SCAD (16) .
